Major comments and criticisms 1. I would have expected that the authors would have chosen as cases, women undergoing hysterectomy with a concomitant bilateral oophorectomy and have compared them to age matched controls of women undergoing hysterectomy for benign indications, without oophorectomy instead of as controls women not undergoing surgery at all. Indeed, in the actual setting, they test whether hysterectomy + oophorectomy is associated to abuse experiences, since in total 97% of their patients had also a hysterectomy either concomitantly or before the oophorectomy. Alternatively, they test the association of "hysterectomy in conjunction with oophorectomy", but then the title should be changed. Table I the authors considered the indications of oophorectomy but not the indication of the hysterectomies. It is likely that many women had indications of hysterectomy that were documented such as bleeding and pain attributed to myoma or adenomyosis. But is also possible that some women had chronic pain without an actual documented etiology. Chronic pain may occur in women with a past history of abuse as the authors discuss in the discussion. 3. The indication of hysterectomy and whether an etiology was found should be reported. 4. If possible past history of previous abdominal surgery should also be reported. Indeed, other authors have observed increased risk of surgery in women with a history of abuse. 5. The physician (LGR) extracting the data from the youth medical records of both cases and controls was apparently not blinded to the fact that these were cases or controls (cfr discussion). This is unfortunate since it may induce a bias in data collection as noted by the authors. (I don't understand why the extractor was not blinded, and this information should also be mentioned in the material and method section). 6. The authors excluded 295/ 423 cases and 213/341 controls for lack of controls to end with 128 pairs only. The authors should explain why such a large number of records were excluded (> 60%).
Similarly, in
(They mention a lack of matched controls and used a one year interval for age matching). I suppose that far less cases and controls would have been excluded if a less restricted age matching would have been used. Was that interval chosen arbitrarily? If yes, did they perform sensitivity analyses with different age matching (+ 2 years or 3 years, in order to exclude less cases? ).
Other comments Abstract : 1. In the abstract the sentence "Therefore, we studied the possible association of adverse childhood or adult experiences with the 
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Congratulations on excellent work. I have previously used the REP and am aware that it is a great resource. I also applaud you on the originality of your research question. I do have a few suggestions/concerns. 1) Underestimation of physical or sexual abuse -you mention this as a limitation and I don't think there is any way to know how big of a limitation there is, but I am wondering if there is a sense of how often providers asked and patients denied abuse. Is there documentation that this question was asked of every patient? Would it be possible to report how often it is documented in the chart that in fact there was a negative response to the abuse question? 2) I think presence of chronic pelvic pain is a huge confounder. There are many women who end up with hysterectomy and/or oophorectomy due to pelvic pain of unknown origin and this could be due to history of abuse. In 1. "I would have expected that the authors would have chosen as cases, women undergoing hysterectomy with a concomitant bilateral oophorectomy and have compared them to age matched controls of women undergoing hysterectomy for benign indications, without oophorectomy instead of as controls women not undergoing surgery at all. Indeed, in the actual setting, they test whether hysterectomy + oophorectomy is associated to abuse experiences, since in total 97% of their patients had also a hysterectomy either concomitantly or before the oophorectomy. Alternatively, they test the association of "hysterectomy in conjunction with oophorectomy", but then the title should be changed."
The choice of controls suggested by the Reviewer would completely change the scope of the study. The study would test whether adverse childhood or adult experiences increase the risk of a woman who is undergoing a hysterectomy to undergo a concurrent bilateral oophorectomy (incremental effect on the extent of the surgery). This question is less important than the one that we elected to address: whether adverse childhood or adult experiences increase the risk of undergoing bilateral oophorectomy, with or without concurrent hysterectomy. The fact that bilateral oophorectomy is most often performed with concurrent hysterectomy does not modify the importance of the question. We are interested in bilateral oophorectomy because this is the surgery that carries more welldocumented endocrine consequences and increased long-term morbidity and mortality.
We elected not to change the title of the paper because 21 women (16.4%) did not have concurrent hysterectomy (19 had a previous hysterectomy and 2 women did not have a hysterectomy). The term "hysterectomy in conjunction with oophorectomy" would be more misleading than the current simple title. On the other hand, we emphasized in multiple occasions that oophorectomy was performed most often in the context of a hysterectomy (lines 32-35, 82-84, and 103-106). We also added two sentences to the Discussion to clarify that the association between adverse experiences and hysterectomy (with or without concurrent bilateral oophorectomy) has been previously addressed by other investigators (reference 28; lines 319-324).
2. "Similarly, in Table 1 the authors considered the indications of oophorectomy but not the indication of the hysterectomies. It is likely that many women had indications of hysterectomy that were documented such as bleeding and pain attributed to myoma or adenomyosis. But is also possible that some women had chronic pain without an actual documented etiology. Chronic pain may occur in women with a past history of abuse as the authors discuss in the discussion."
We added into Table 1 the indication for the concurrent hysterectomy. Interestingly, 26 women had neither an ovarian indication nor a recognized uterine condition. For these women, chronic pain, bleeding, or both was the sole indication. We addressed this issue in the revised Discussion (lines 413-416 and lines 422-425).
3. "The indication of hysterectomy and whether an etiology was found should be reported."
We added into 5. "The physician (LGR) extracting the data from the youth medical records of both cases and controls was apparently not blinded to the fact that these were cases or controls (cfr discussion). This is unfortunate since it may induce a bias in data collection as noted by the authors. (I don't understand why the extractor was not blinded, and this information should also be mentioned in the material and method section)."
The abstractor had access to the full combination of paper and electronic medical record information in the records-linkage system. Because of the nature of the system, it was impractical to obtain complete blinding. However, the intra-rater reliability test showed adequate agreement in the blinded re-abstraction of 20 records. We addressed this problem in lines 167-174 and 357-363 of the revised manuscript.
6. "The authors excluded 295/423 cases and 213/341 controls for lack of controls to end with 128 pairs only. The authors should explain why such a large number of records were excluded (> 60%).
(They mention a lack of matched controls and used a one year interval for age matching). I suppose that far less cases and controls would have been excluded if a less restricted age matching would have been used. Was that interval chosen arbitrarily? If yes, did they perform sensitivity analyses with different age matching (+ 2 years or 3 years), in order to exclude less cases?"
Our case-control sample was derived from an existing cohort study (lines 112-113 and 141-150) . We elected to perform the study on 128 matched pairs after conducting a pilot study. Given the magnitude of the association observed in the pilot study, 128 matched pairs had adequate power to test the hypothesis keeping the amount of abstraction within the limit of available resources. We added these details in lines 147-150.
7. Abstract: a. "In the abstract the sentence "Therefore, we studied the possible association of adverse childhood or adult experiences with the subsequent occurrence of bilateral oophorectomy." lacks clarity."
The full paragraph "Objectives" was rewritten to clarify the concept (lines 32-37).
b. "How was the sample of 128 women who underwent bilateral oophorectomy before age 46 years for a noncancerous condition in 1988-2007 (cases) chosen?"
As shown in Figure 1 , we started from a cohort of 1,653 women with bilateral oophorectomy and 1,653 referent women as described elsewhere (reference 4). We then restricted the sample by age at oophorectomy and by availability of medical records in the childhood epoch of life. The 128 matched pairs were all of the pairs from the original sample in which both women had availability of childhood medical records (see lines 147-148 and Figure 1 legend) . In addition, we added a sentence to explain that the sample size was derived from a preceding pilot study (lines 148-150) . See also our response to comment 6 above.
c. "How were 128 age-matched controls (±1 year) chosen?"
We emphasized that we included all of the complete matched pairs fulfilling the inclusion criteria (lines 147-148 and lines 364-366, and Figure 1 legend).
8. Introduction: a. "The authors do not mention arguments in favor of an oophorectomy at the time of hysterectomy, principally to reduce risk of ovarian, tubal and breast cancer. This should be mentioned."
See response to comment 9 below.
b. "Fig 1 A more detailed flow chart should be provided."
A flow chart describing the selection of women for the oophorectomy cohort study was published elsewhere (reference 4). Figure 1 provides the complete details of the additional steps to derive the case-control sample.
c. "Page 8 line 56 Add (fig 1) at the end of the sentence "Only complete matched pairs were included for a total of 128 cases and 128 controls (figure 1)."
This correction was made (lines 147-148). We emphasized the inclusion of all of the 128 complete matched pairs fulfilling the inclusion criteria in Figure 1 , legend.
d. "Why were the threshold of 13 and 18 years chosen?"
The selection of the cut-off points at 13 and 18 years was explained in Supplementary Table 2 , footnote " †": "The earliest age at onset was recorded for each experience separately. Women who reported the experience as occurring during infancy, toddler years, grade school or elementary school years, or simply as occurring during "childhood" without providing a specific age were included in the birth through age 12 years category. Women who reported the experience as occurring during middle school, junior high or high school years, or simply as occurring during "teen years" without providing a specific age were included in the age 13 through 18 years category." For brevity, these details were not repeated in the main text.
e. " Table 1 : Differences in weight / BMI should also be tested as a continuous variable as opposed as a categorical variable."
This analysis was done and reported in Table 1 , footnote "ǁ".
